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Record of Changes  

Date of original version: 10/16/2020 

Date 
Reviewed 

Change 
Number 

Date of 
Change 

Description of Change Name of 
Author 

10/22/2020 2.0 12/03/2020 Updates to prioritization to reflect ACIP 
recommendations issued 12/1/2020. 
Updates to VOMS reconciliation and 
dashboarding. 

MFiscus 

12/21/2020 3.0 12/30/2020 Updates to prioritization to reflect ACIP 
recommendations issued 12/20/2020. 
Updates to distribution strategy. 

MFiscus 

01/19/2021 4.0 01/22/2021 Updates to prioritization and allocation 
strategy. 

MFiscus 

02/12/2021 5.0 02/16/2021 Updates to reflect CDC/WHO guidance 
for pregnant women.  Clarifications of 
phase populations and updates to 
allocation strategy. 

MFiscus 

03/05/2021 6.0 03/08/2021 Updates to Phase 1c based on CDC 
guidance. Various other clarifications. 
Addition of Janssen vaccine information 

MFiscus 
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Section 1: COVID -19 Vaccination Preparedness Planning  

A.  Describe your early COVID-19 vaccination program planning activities, including lessons 

learned and improvements made from the 2009 H1N1 vaccination campaign, seasonal 

influenza campaigns, and other responses to identify gaps in preparedness.  

a. The TDH Communicable and Environmental Disease and Emergency Preparedness 

(CEDEP) division served as lead for the 2009 H1N1 Influenza Pandemic Outbreak 

response in Tennessee. TDH CEDEP response activities included establishing command 

and control, defining communication pathways, refining surveillance and epidemiology, 

revisiting fatality management, expanding laboratory services, coordination of mass 

vaccination clinics through local, regional, and metropolitan health departments, hiring 

of temporary staff, vaccine distribution, tracking doses administered, warehousing and 

distribution of medical countermeasures, deployment of personal protective equipment 

όtt9ύΣ ǇǊƻŎŜǎǎƛƴƎ ŎƻƴǘǊŀŎǘǎ όƛƴŎƭǳŘƛƴƎ ǘƘŜ ǎǘŀǘŜΩǎ ƛƴŦƭǳŜƴȊŀ Ŏŀƭƭ ŎŜƴǘŜǊ ŀƴŘ ǇǊƻǾƛǎƛƻƴ ƻŦ 

immunization services to agencies targeting underserved populations), and 

development of mass media messaging and guidance. There were lessons learned and 

best practices identified from this response that generated numerous opportunities for 

TDH staff to deliver abstracts, posters, presentations, and articles. Early vaccine 

planning activities and lessons learned included: 

¶ Engaging federal officials from CDC, HHS ASPR, and other Region IV states in a 

gap analysis discussion pertaining to where the federal response ends and the 

state and local response begins. 

¶ Identification of ancillary supplies (needles, syringes, sharps containers, etc.) 

needed to mount a massive vaccination response as was most recently 

experienced through our multi-year statewide response to hepatitis A and 2009 

H1N1 response. 

¶ Identification of both fixed and mobile cold chain capacity (vaccine refrigerators, 

mobile coolers, fridge freeze units, temperature data loggers, etc.) to store 

vaccine both centrally and allow for mobile vaccination operations in the 

community as was most recently experienced through our multi-year statewide 

response to hepatitis A and 2009 H1N1 response. 

¶ Identification of external stakeholders with vaccination response expertise to 

best inform resource allocation decisions and public messaging strategies. 

¶ Identification of surge contract staffing needs for almost every aspect of the 

vaccination response including clerical, administrative, clinical, epidemiology, 

and information technology as was most recently experienced through our 

multi-year statewide response to hepatitis A and 2009 H1N1 response. 

¶ Identification of essential elements of information and response metrics that 

will be needed to inform the public and local, state, and federal leadership on a 

regular basis through situation reporting, data visualization, and dashboarding. 
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¶ Identification of immunization information system enhancements and a multi-

tier cohort of knowledgeable staff that can operate all aspects of vaccine 

systems response from provider enrollment, validation, vaccine allocation, 

reporting, and technical assistance. 

¶ Conduct outreach to vulnerable populations through non-profit entities and 

update GIS mapping of known vulnerable populations to target vaccine 

interventions. 

¶ Identification of proactive administrative preparedness steps and removal of 

barriers that can be taken to expedite procurement, contracting, and allocation 

of grant dollars to sub-recipients.  

b. The TDH Vaccine-Preventable Diseases and Immunization Program (VPDIP) worked 

closely with the Emergency Preparedness Program to respond to the hepatitis A 

outbreak from December 2017-May 2020, involving more than 3,000 cases. Experience 

gained and gaps identified included: 

¶ TDH Incident Command System was activated and provided a sustained, 

coordinated response for 18 months.  

¶ Local health departments were tasked to complete case interviews, perform 

contact tracing and monitoring, and provide individual and public 

communications and needed to reassign duties to meet the demands of that 

outbreak response.  

¶ Vaccination strike teams were deployed across the state to reach vulnerable 

populations at risk of contracting and spreading the virus. More than 23,000 

doses of hepatitis A vaccine were provided by six strike teams and nearly 

233,000 doses were administered by private and public health providers in 

medical offices, health departments, jails, prisons, drug rehabilitation centers, 

medically-assisted opioid treatment programs, homeless shelters and 

encampments, and other locations where those not routinely seeking 

healthcare could be reached. These strike teams proved to be a best practice for 

the successful administration of vaccines to at-risk populations.  

¶ Challenges included individual concerns regarding the vaccine itself and mistrust 

of the government, the hiring and supervision of large numbers of contracted 

workers, coordination of efforts and communication with metro jurisdictions 

that are not under the umbrella of TDH, and the need for sustained public 

communication around this prolonged outbreak. 

B.  Include the number/dates of and qualitative information on planned workshops or 

tabletop, functional, or full-scale exercises that will be held prior to COVID-19 vaccine 

availability. Explain how continuous quality improvement occurs/will occur during the 

exercises and implementation of the COVID-19 Vaccination Program. 

a. With the support of executive leadership in 2018 the Tennessee Department of Health 

initiated a statewide pandemic preparedness vaccination effort known as Fight Flu TN. 

The goal of the effort was to empower each of our 95 counties to build robust and 

trusted community partnerships, vaccination plans, trained staff, and ability to operate 

autonomously in the face of worldwide pandemic.  This was coupled with the interest of 
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improving vaccination rates and the need to innovate vaccination administration 

strategies.   

¶ On Dec. 5, 2018, TDH stood up 115 Points of Dispensing (PODs), 113 that were 

open to the public (of those 84 were walk-through on site, 21 walk-through off 

site, and 8 drive through) and 2 closed PODs for special populations and a total 

of nearly 4,500 vaccines were administered in one day across the 95 counties.  

In total over 1,200 staff were involved in the response efforts which included 

not only the vaccination PODs but also 14 Health Emergency Operations Centers 

at the state and local level.  Statewide after action reporting and improvement 

plans were developed with continuous quality improvement in mind. 

¶ On Nov. 19, 2019, TDH increased the number of simultaneously opened PODs 

from 115 to 175, including 156 open PODs (of those 56 were walk-through on 

site, 75 walk-through off site, and 25 drive through) and 19 closed PODs for 

special populations (of those 15 were for vulnerable populations and 4 for first 

responders), and the number of administered doses of flu vaccine doubled to 

9,666.  Statewide after action reporting and improvement plans were developed 

with continuous quality improvement in mind. Additionally, vaccines 

administered during Fight Flu TN were recorded manually into TennIIS 

(Tennessee Immunization Information System) after the conclusion of the 

event. 

¶ On Nov. 19, 2020, TDH activated its public health infrastructure in all 95 

counties to Fight Flu TN.  All local health departments developed plans that 

were tailored to accommodate the realities of our current COVID-19 response.  

In addition, community healthcare partners, universities, and others were 

engaged in this one-day preparedness event that furthered our movement 

toward COVID-19 vaccine preparedness. ¢Ƙƛǎ ȅŜŀǊΩǎ ŜȄŜǊŎƛǎŜ ŀƭǎƻ ƛƴŎƻǊǇƻǊŀǘŜd 

real-time reporting of administered doses of vaccine into TennIIS through a new 

Mass Immunizations Module, which allows for the rapid entering of vaccine 

administration data during mass immunization events. 

¶ In collaboration with the Tennessee Emergency Management Agency (TEMA), 

TDH created a series of webinar-based vaccination table-top exercises which 

were conducted November 9, 10, and 12 in partnership with our Emergency 

Preparedness and Response Healthcare Coalitions (HCCs).  The objectives of the 

exercises  included vaccine assumptions, logistics, administration, and reporting 

and these exercises were used to educate those involved with vaccinating 

individuals through hospitals, employee health, and other partnering 

organizations.   

¶ Tabletop exercises were conducted with Community Health Services week of 

November 16, 2020.  

¶ Tabletop exercises have been conducted weekly with the UCG and various 

stakeholders including Commissioners, National Guard and State Highway Patrol 

leadership, ǘƘŜ DƻǾŜǊƴƻǊΩǎ /ƻƳƳǳƴƛŎŀǘƛƻƴǎ ¢ŜŀƳΣ ¢5I ƭŜŀŘŜǊǎƘƛǇ ŀƴŘ ƻǘƘŜǊǎΦ 

These exercises began November 20, 2020 and have continued weekly until 

vaccines arrived in the state to ensure Tennessee is prepared for any scenario. 
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Once vaccines were deployed, these exercises transitioned to bi-ǿŜŜƪƭȅ άƘƻǘ 

ǿŀǎƘέ ƳŜŜǘƛƴƎǎ ǘƻ ŘŜǘŜǊƳƛƴŜ ǎǳŎŎŜǎǎŜǎ ŀƴŘ ƻǇǇƻǊǘǳƴƛǘƛŜǎ ŦƻǊ ƛƳǇǊƻǾŜƳŜƴǘΣ ŀǎ 

well as anticipate future challenges. 

¶ Tabletop exercises with TN Department of Correction, began December 22, 

2020. 

¶ The Tennessee Hospital Association began participating in UCG tabletop 

exercises in December 2020. 

Section 2: COVID-19 Organizational Structure and Partner Involvement  

A.  Describe your organizational structure. 

The Tennessee Department of Health is led by Dr. Lisa Piercey, Commissioner of Health, 

who reports directly to Governor Bill Lee. The TDH Executive Leadership Team consists of 

the Chief of Staff, the State Chief Medical Officer, Deputy Commissioner for Population 

Health, and the Deputy Commissioner for Operations.  
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B. Describe how your jurisdiction will plan for, develop, and assemble an internal COVID-19 

Vaccination Program planning and coordination team that includes persons with a wide 

array of expertise as well as backup representatives to ensure coverage.  

The initial TDH COVID-19 Vaccination Program Planning Team included members of the 

Vaccine-Preventable Diseases and Immunization Program team and the Office of Emergency 

Preparedness. Two of the representatives were with state departments of health during the 

2009 H1N1 pandemic. This team began meeting in late June 2020. In late July 2020, 

leadership of Community Health Services, which oversees the 89 rural health departments, 

was added, as well as a representative of our overall COVID-19 EP Response team and the 

TDH Office of Communications and Media Relations. There is enough redundancy of 

expertise within the planning and coordination team to ensure coverage in the event of a 

ƭŜŀŘ ƳŜƳōŜǊΩǎ ƛƴŀōƛlity to continue in their role. 

 

C.  Describe how your jurisdiction will plan for, develop, and assemble a broader committee 

of key internal leaders and external partners to assist with implementing the program, 

reaching critical populations, and developing crisis and risk communication messaging.  

TDH has convened a Pandemic Vaccine Planning Stakeholder group which meets every two 

weeks and is leveraged to help inform allocation decisions, define priority populations, and 

identify gaps in knowledge.  The group is comprised of more than 30 different offices, 

agencies, and departments representing public health, rural health, refugee and other 

minority populations, legislators, experts in bioethics, medical societies, communications 

experts, health care coalitions, emergency management, and others. This group is also used 

to vet crisis and risk communication messages.  In addition, the Unified Command Group 
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(UCG) and the GƻǾŜǊƴƻǊΩǎ ƻŦŦƛŎŜ are highly engaged in any public communications or 

messaging campaigns addressing vaccinations. ¢5IΩǎ hŦŦƛŎŜ ƻŦ aƛƴƻǊƛǘȅ IŜŀƭǘƘ ŀƴŘ 

Disparities Elimination (OMHDE) has conducted open weekly virtual stakeholder meetings 

since May 2020. The State Plan has been presented multiple times since November 2020 

and OMHDE has a representative on the stakeholder group. 

 

D. Describe how your jurisdiction will coordinate efforts between state, local, and territorial 

authorities. 

Tennessee is a hybrid state where 89 of its 95 counties report to the State and six metros 

are independent from the State. Tennessee contracts with these six counties (Shelby, 

Madison, Davidson, Sullivan, Knox, and Hamilton) to conduct public health activities.  

Tennessee does not have territorial authorities. Statewide efforts are coordinated through 

ƳǳƭǘƛǇƭŜ ŀƎŜƴŎƛŜǎ ƛƴǾƻƭǾŜŘ ǿƛǘƘ ǘƘŜ {ǘŀǘŜΩǎ ƻǾŜǊŀƭƭ ǇŀƴŘŜƳƛŎ ǊŜǎǇƻƴǎŜ ŀƴŘ ŎƻƳƳǳƴƛŎŀǘŜŘ 

ǘƘǊƻǳƎƘ ŀƎŜƴŎȅ ƭŜŀŘŜǊǎƘƛǇΣ ǘƘŜ ¦ƴƛŦƛŜŘ /ƻƳƳŀƴŘ DǊƻǳǇ ό¦/DύΣ ŀƴŘ ǘƘŜ DƻǾŜǊƴƻǊΩǎ ƻŦŦƛŎŜΦ 

Coordination between the State and local authorities occurs through numerous channels, 

including partnering agencies, medical societies, health care coalitions, and emergency 

management agencies, in addition to multiple opportunities for partners to participate in 

calls and webinars (bi-weekly COVID-19 update webinar for clinicians, bi-weekly calls 

between TDH and metro, regional and local health departments; monthly calls with 

Tennessee Hospital Association, long term care facilities, and others; frequent press 

conferences that include the Commissioner of Health, and others). 

E. Describe how your jurisdiction will engage and coordinate efforts with leadership from 

tribal communities, tribal health organizations, and urban Indian organizations.  

Tennessee does not have federally-recognized tribal communities. 

F. List key partners for critical populations that you plan to engage and briefly describe how 

you plan to engage them, including but not limited to: 

¶ Pharmacies  
¶ Correctional facilities/vendors 

¶ Homeless shelters 
¶ Community-based organizations, including charitable care clinics and  Federally-

Qualified Health Centers (FQHCs) 
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Critical populations are engaged through the following partners, largely through our Stakeholder 

Group and professional societies. These include the following: 

a. PharmaciesτǘƘǊƻǳƎƘ ƻǳǊ ǇŀǊǘƴŜǊǎƘƛǇ ǿƛǘƘ ¢b tƘŀǊƳŀŎƛǎǘǎΩ !ǎǎƻŎƛŀǘƛƻƴ have engaged 

pharmacies, especially those in rural areas, to complete the CDC Provider Agreement 

and Profile and onboarding process to become pandemic vaccine providers in their 

communities. These pharmacies assist with vaccination of residents of long-term care 

facilities that opt out of the federal partnership with Walgreens and CVS, vaccination of 

high-risk populations, and public vaccination efforts.  

b. Correctional facilitiesτthrough our partnership within the Stakeholder Group, TN 

Department of Correction and the TN SheriffsΩ !ǎǎƻŎƛŀǘƛƻƴ ŀǊŜ ǇŀǊǘ ƻŦ ǘƘŜ ǇƭŀƴƴƛƴƎ 

process for vaccine allocations and distribution to ensure the population housed in 

correctional facilities is included in planning. Prison intake facilities are onboarding to 

provide COVID-19 vaccine as they have similarly done with hepatitis A vaccine, as well as 

to vaccinate their first responder population and health care workers. Additionally, 

vaccination strike teams will be scheduled to visit jails and other congregate care 

facilities to ensure these populations are provided the opportunity to receive vaccine. 

During the hepatitis A outbreak, strike teams delivered hepatitis A vaccine in all county 

jails across the state at least once, if not on a recurring basis. We will leverage this 

model and the relationships built by local public health to implement the same 

vaccination outreach. 

c. Homeless sheltersτthrough our partnership with the TDH Office of Disparities 

Elimination, strike teams will be scheduled to visit locations where individuals 

experiencing homelessness gather. During the hepatitis A outbreak, strike teams 

prioritized homeless shelters as one of the target sites for providing vaccine outreach. 

We will leverage the relationships built by our local public health during this response. 

d. Community-based organizationsτthrough our multiple partner agencies, community 

health centers, federally-qualified health centers, hospitals, home health agencies, K-12 

schools, institutes of higher education, large corporations, urgent visit clinics, and 

private medical providers are being onboarded as pandemic vaccine providers. 

 

 

Section 3: Phased Approac h to COVID -19 Vaccination  

A.  Describe how your jurisdiction will structure the COVID-19 Vaccination Program around the 

three phases of vaccine administration: 

Phase 1: Potentially Limited Doses Available 

Phase 2: Large Number of Doses Available, Supply Likely to Meet Demand 

Phase 3: Likely Sufficient Supply, Slowing Demand 

After careful review of the CDC Playbook, ǘƘŜ bŀǘƛƻƴŀƭ !ŎŀŘŜƳƛŜǎΩ ƻŦ {ŎƛŜƴŎŜǎΣ 9ƴƎƛƴŜŜǊƛƴƎ ŀƴŘ 

aŜŘƛŎƛƴŜΩǎ CǊŀƳŜǿƻǊƪ ŦƻǊ 9ǉǳƛǘŀōƭŜ !ƭƭƻŎŀǘƛƻƴ ƻŦ /h±L5-19 Vaccine, the recommendations of 
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the Advisory Committee on Immunization Practices (ACIP), and discussion with the Stakeholder 

Group, TDH leadership, and the Unified Command Group, the following structure has been 

adopted for the allocation and prioritization of COVID-19 vaccines: 

¶ Pfizer vaccine: At the onset of the response, Operation Warp Speed (OWS) required the 

άǇǊŜ-ǇƻǎƛǘƛƻƴƛƴƎέ ƻŦ ŀ ƳƛƴƛƳǳƳ ƻŦ one tray (975 doses) ƻŦ ǘƘŜ {ǘŀǘŜΩǎ ŀƭƭƻŎŀǘƛƻƴ ƻŦ tŦƛȊŜǊ 

vaccine with delivery scheduled to occur between the time of the Emergency Use 

Authorization and the release of recommendations by ACIP. As the allocation of pre-

positioned vaccine could only involve sites with ultra-cold storage capability, the 

presence of which is unevenly distributed across the state, TDH elected to pre-position 

the minimum of one tray at a TDH location where it could be maintained in ultra-cold 

ǎǘƻǊŀƎŜ ǿƘƛƭŜ ǘƘŜ ǊŜƳŀƛƴŘŜǊ ƻŦ ǘƘŜ {ǘŀǘŜΩǎ ŀƭƭƻŎŀǘƛƻƴ ƻŦ ǾŀŎŎƛƴŜ ƳŀŘŜ ƛǘǎ ǿŀȅ ǘƻ 

Tennessee. TDH maintained possession of the tray of vaccines until the remainder of the 

vaccine shipments were confirmed to have reached their destinations in good condition, 

and then the tray was allocated to an under-resourced hospital that did not have 

enough Phase 1a population to be able to receive the Pfizer vaccine without assistance. 

The initial Pfizer vaccine doses were allocated to hospitals that were able to administer 

975 doses of vaccine to Phase 1a individuals within 14 days.  The State received 58 trays 

(56,550 doses) of Pfizer vaccine with the first allocation. As the response progresses, 

Pfizer vaccine continues to be positioned in facilities that are able to exhaust the supply 

of 975 doses within 14 days. 

¶ Moderna vaccine: The initial allocation of Moderna vaccine was 115,000. The CDC 

required that 36,200 doses from this allocation be provided to initiate the federal 

partnership with Walgreens and CVS to begin vaccinating residents and staff of skilled 

nursing facilities (SNFs). The remainder was distributed to all 95 counties between 

December 21 and December 28, 2020. Each county health department received a 

minimum of one box (100 doses) of vaccine from the first allocation (approximately 10% 

of the remaining allocation after doses were diverted to the federal pharmacy 

partnership). Approximately 85% of the remaining doses were allocated to the 95 

counties according to their populations. The remaining doses (approximately five 

percent of the {ǘŀǘŜΩǎ ǊŜƳŀƛƴƛƴƎ allocation) were allocated to selected county health 

departments to provide ǾŀŎŎƛƴŜ ŘƻǎŜǎ ƛƴ ŜȄŎŜǎǎ ƻŦ ǘƘŜ ŎƻǳƴǘȅΩǎ ǇƻǇǳƭŀǘƛƻƴ-based 

allocation. These additional allocations were awarded based upon the Social 

±ǳƭƴŜǊŀōƛƭƛǘȅ LƴŘŜȄ ό{±Lύ ŀƴŘ ǘƘŜ {ǘŀǘŜ ƻŦ ¢ŜƴƴŜǎǎŜŜΩǎ ƭƛǎǘ ƻŦ economically distressed 

counties.  Beginning in February 2021, subsequent allocations have been distributed 

among an expanded set of providers, including nearly 100 independent pharmacies,130 

Wal-Mart stores, and dozens of Federally-Qualified Health Centers and community 

health centers across the state. 

¶ The Janssen/Johnson & Johnson COVID-19 vaccine was first allocated to the state March 

1, 2021. The one-dose vaccine is primarily distributed to mass-vaccination sites and 

some pharmacies and providers.  

¶ Allocation Strategy: 

With each new allocation of vaccines, each of the 95 counties is provided a base 

minimum allocation of 100 doses. CƛǾŜ ǇŜǊŎŜƴǘ ƻŦ ǘƘŜ {ǘŀǘŜΩǎ ŀƭƭƻŎŀǘƛƻƴ ƻŦ /h±L5-19 

vaccines is earmarked by the State for use in targeted areas with high SVI values or 
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other indicators of vulnerability. Thirty-five ƻŦ ¢ŜƴƴŜǎǎŜŜΩǎ фр ŎƻǳƴǘƛŜǎ ƘŀǾŜ ŀn SVI of 

.68 or greater (range .68-.97), placing them at higher risk than more than two-thirds of 

counties in the United States. Ten of these counties are designated as economically 

distressed by the State of Tennessee. By providing supplemental doses of vaccines, 

counties that are disadvantaged and slower to recover from adversity will be able to 

protect a larger portion of their citizens from COVID-19 more quickly than counties that 

are better resourced and able to recover more readily. The 35 counties receiving 

supplemental vaccine doses due to their high social vulnerability index include: Bedford, 

Benton, Bledsoe, Bradley, Campbell, Carroll, Claiborne, Cocke, Crockett, Dyer, Gibson, 

Grundy, Hamblen, Hancock, Hardeman, Hardin, Hawkins, Haywood, Henderson, Lake, 

Lauderdale, Lawrence, Lincoln, Macon, Madison, McNairy, Morgan, Obion, Perry, Rhea, 

Scott, Shelby, Unicoi, Warren and Wayne1. The remainder ƻŦ ǘƘŜ {ǘŀǘŜΩǎ ŀƭƭƻŎŀǘƛƻƴ ƻŦ 

COVID-19 vaccines is distributed among all 95 counties based upon their populations. 

 

Priority Phases: 

With a cross-cutting focus on equity, the overarching principle in determining all phasing 

decisions is RISK ς  

¶ Risk to our healthcare infrastructure ς keeping frontline healthcare workers at the 
bedside, while reducing demand on hospital capacity 

¶ Risk to individual health outcomes ς protecting the most vulnerable Tennesseans 
first 

¶ Risk to our society/economy ς preserving workforce in our highest risk areas 
 

Populations are prioritized based upon risk of contracting and spreading the virus, as well as 

their risk of morbidity and mortality from COVID-19.  Tennessee has worked through several 

iterations of allocation phases, based upon changing recommendations of the ACIP and 

discussions with the Governor, the UCG, and the Stakeholder Group. TennesseeΩǎ plan has been 

updated to include three allocation phases, based upon risk and ƛƴŦƻǊƳŜŘ ōȅ ǘƘŜ b!{9aΩǎ 

Framework. The Tennessee phases differ from those proposed by federal agencies in several 

ways. Phase 1a of the Tennessee plan is sub-divided into two phases: one primarily for in-

patient health care providers, first responders with direct exposure to the public, and staff and 

residents of long term care facilities, and a second for those primarily working in out-patient 

health care settings.  Phase 1b includes teachers and staff of childcare centers and K-12 schools, 

as schools have been disproportionately impacted by COVID-19 outbreaks, learning has been 

lost, and parents rely on consistent school schedules in order to remain in the workforce.  

Phase 1b also includes other first responders not previously vaccinated in Phase 1a1. 

Subsequent phases are informed by federal recommendations but differ in that critical 

infrastructure industries are more narrowly defined due to scarcity of early vaccine supply.  

Persons ages sixteen years and older who have high-risk health conditions are included in Phase 

1c, which occurs earlier than in the federal recommendations. Also included in Phase 1c are 

household residents and caregivers of medically fragile children (see criteria below). In addition, 

 
1 Six counties were added to the original list of 29 counties on January 20, 2021, based upon re-evaluation of the 
national social vulnerability index.  
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simultaneous age-based criteria run concurrently to the phases in age brackets beginning with 

75-year-olds.  Collectively, the allocation phases and simultaneous age-based criteria place 

priority on those most at risk of morbidity and mortality due to COVID-19 and, further, recognize 

certain critical infrastructure workers who have direct public exposure or work in environments 

presenting higher risk of exposure.   The placement or omission of any sector or industry within 

the phases is not a reflection of importance or worth to society or the economy; rather, a 

narrow definition of critical infrastructure for purposes of allocation is necessitated by the 

scarcity of vaccine supply at present and is informed by assessment of risk.  Employees in 

industries not enumerated in the phases will become eligible as their age group is reached, 

while persons with high-risk health conditions are included in Phase 1c, regardless of 

employment or industry. These updated phases are as follows and are subject to additional 

changes pending further recommendations from the ACIP and other federal agencies and the 

ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ƻŦ ǘƘŜ {ǘŀǘŜΩǎ UCG and COVID-19 Vaccine Stakeholder Group.  

 

All Tennessee counties began vaccinating ages 65 and older and Phase 1b effective Monday, 

February 22, 2021. Tennessee counties began vaccinating Phase 1ceffective March 8, 2021. 

9ǉǳƛǘȅ ǊŜƳŀƛƴǎ ŀ ŎǊƻǎǎŎǳǘǘƛƴƎ ŎƻƴǎƛŘŜǊŀǘƛƻƴ ƻŦ ǘƘŜ {ǘŀǘŜΩǎ ǇƭŀƴΣ ǿƛǘƘ ŀǘǘŜƴǘƛƻƴ ƎƛǾŜƴ ǘƻ ŜƴǎǳǊŜ 

unlicensed health care workers, low wage earners and those with limited access to health care 

resources will have access to vaccination. The timeline depicted in the image above is an 

estimation and likely to change as it is subject to vaccine supply, shipping, administration, and 

uptake. 
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Tennessee counties move through Phases based upon several factors, including the number of 

individuals in the current phase in the county, vaccine supply, and vaccine uptake. As such, 

counties may move through Phases at different rates from time to time. Additionally, 35 

counties receive vaccines in excess of their population -based allocations as these counties are 

considered at higher risk based upon their Social Vulnerability Index (SVI). Movement of these 

high-SVI counties through Phases at a faster rate is intentional, as doing so helps to protect 

vulnerable populations more quickly and results in reduced morbidity and mortality from 

COVID-19. 

 

Hospitals and county health departments began vaccinating the Phase 1a1 population in mid-

December 2020. This phase includes those working or volunteering, full or part-time, in 

hospitals and free-standing emergency departments where they have direct patient exposure 

and/or exposure to potentially-infectious materials.  Phase 1a1 also includes those providing 

home health services to patients; those working COVID-19 mass testing sites where no other 

clinical service is offered; those providing student health services in K-12 schools, colleges and 

universities; and first responders and select critical public safety personnel with direct public 

exposure, including police, fire, EMS, rescue squads, frontline corrections officers and jailers, 

Tennessee Department of Transportation roadside help trucks, ŀƴŘ 5ŜǇŀǊǘƳŜƴǘ ƻŦ /ƘƛƭŘǊŜƴΩǎ 

Services transportation officers and frontline staff working at a secure residential facility serving 

delinquent youth . Also included in Phase 1a1 are the staff and residents of long-term care 

facilities including skilled nursing facilities, assisted living centers, homes for the aged, 

congregate care centers for individuals receiving services provided by the Tennessee 

Department of Intellectual and Developmental Disabilities. Additionally, residents of group 

homes and other individuals ages >18 years who cannot live independently due to a serious 

chronic medical condition or intellectual or developmental disability are eligible for vaccination 
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under Phase 1a1, as are individuals ages 16-17 years who are considered medically fragile as 

defined in Phase 1c. 

While vaccine supplies are limited, vaccination of Phase 1a1 individuals who are age >65 years 

and those with high-risk health conditions (current cancer treatment, chronic kidney disease 

(including renal failure, polycystic kidney disease and those with only one kidney), chronic 

obstructive pulmonary disease (COPD), those with history of solid organ transplant (e.g., liver, 

kidney, pancreas, heart, lung), those with serious cardiac disease (excluding hypertension), 

those with sickle cell disease (excluding sickle cell trait), those requiring treatment for type 1 or 

2 diabetes, and those with body mass index >30 should be prioritized over healthier and 

younger individuals. 

Individuals qualifying for vaccination under Phase 1a1 may be offered vaccine by their employer 

(if the employer is administering vaccines), through their local health department, or through a 

partnering hospital. Staff and residents of long-term care facilities will be provided vaccinations 

through the federal partnership with Walgreens and CVS, in partnership with a local pharmacy, 

or via TDH vaccination strike teams. Phase 1a1 individuals should check with their employer or 

contact their local health department for more information. 

 

Tennessee divided the federal Phase 1a for health care into two phases (Phase 1a1 and 1a2) in 

order to prioritize the protection of the hospital system infrastructure. Phase 1a2 includes 

individuals working in any aspect of out-patient health care, including outpatient laboratory 

staff working with COVID-19 specimens and funeral and mortuary workers with direct decedent 

contact.  Phase 1a2 also includes language and sign language interpreters working in health care 

settings and U.S. Centers for Medicare & Medicaid Services employees working in healthcare 
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settings with direct patient exposure.  As with Phase 1a1, individuals at higher risk due to age or 

health condition should be vaccinated ahead of younger and healthier individuals in the Phase. 

Individuals qualifying for vaccination under Phase 1a2 may be offered vaccine by their employer 

(if the employer is administering vaccines), through their local health department, or through a 

partnering hospital. Local pharmacies are being onboarded to provide vaccinations, but likely 

will not be in significant number during Phases 1a2. Phase 1a2 individuals should check with 

their employer or contact their local health department for more information.  

¢ŜƴƴŜǎǎŜŜΩǎ /h±L5-19 morbidity and mortality is significantly higher in older age groups, with 

68% of deaths occuring in individuals ages >70 years and 57% of those ages >75 years who are 

hospitalized with COVID-19 not surviving to discharge. As the primary goal of the overarching 

COVID-19 response is to reduce morbidity and mortality, the vaccination plan must prioritize 

those individuals at greatest risk for those outcomes. As age-based prioritization excludes others 

who may be at higher risk of morbidity and mortality due to their occupation, work 

environment, or history of chronic conditions, the simultaneous use of age-based prioritization 

along with prioritization of special populations allows the State to address both categories of 

risk at the same time.  

The timeline depicted above is an estimate based upon population size and what is understood 

of vaccine allocation and distribution to the State by CDC and the supply chain. Visibility of 

vaccine allocations beyond February 2021 is very limited. This timeline may lengthen if vaccine 

supply slows, or accelerate if additional vaccine manufacturers are able to contribute to vaccine 

supply or if uptake of vaccine by the population is lower than anticipated.  
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Due to the ongoing impact of COVID-19 upon education in Tennessee and to support the need 

for parents and guardians to continue to work, childcare, pre-school, and kindergarten through 

twelfth grade teacher, school staff, and school bus drivers, will be prioritized for vaccination in 

Phase 1b. Also included in Phase 1b are other first responders, including dispatch, administrative 

personnel and other emergency communications personnel not included in Phase 1a1, as well 

as airfield operations personnel employed by primary commercial and/or cargo service airports. 






























































